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Childhood adversity is linked with a variety of negative outcomes including suicide
attempts and personality disorders, most commonly Borderline Personality Disorder (BPD). A
core feature of BPD, emotion dysregulation is often reported following early childhood adversity
and contributes to both suicidal ideation and attempts. One explanation for the development of
emotion dysregulation within BPD, is the biosocial model, which states that there must be an
interaction between childhood emotional vulnerability and parental invalidation. Recent
literature suggests that this interaction may not be necessary. Thus, the current study extended
previous literature by examining childhood risk factors (i.e., ACES, parental invalidation, and
childhood emotional vulnerability) as individual and interactive effects in predicting both BPD
and suicide directly, as well as indirectly predicting suicide through BPD. Overall, the results
indicated that all three risk factors individually predicted BPD and suicide risk and that the
biosocial interaction also significantly predicts BPD and suicide risk.
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CHAPTER I
INTRODUCTION
Borderline Personality Disorder (BPD) is characterized by chaotic interpersonal
relationships, behavioral impulsivity, and most notably, emotion dysregulation (American
Psychiatric Association [APA], 2013). A broad term, emotion dysregulation is related to many
forms of psychopathology beyond BPD. This construct is typically described in terms of
adaptive and maladaptive strategies used to regulate emotional functioning (Gross, 1998a; Gratz
& Roemer, 2004). Specifically, emotion dysregulation is considered to be a lack of emotion
regulation with a deficit in emotional functioning in any of the following areas: awareness,
understanding, and acceptance of emotional expression, engagement in goal directed behaviors
and impulse suppression, utilization of different strategies in appropriate situations, and ability to
experience negative emotions (Gratz, & Roemer, 2004). Within BPD specifically, Carpenter and
Trull (2013) conceptualize emotion dysregulation by heightened sensitivity to emotions and
negative affect, as well as a lack of appropriate regulation strategies coupled with an array of
maladaptive regulation strategies. In sum, individuals with BPD tend to struggle with regulating
their emotions but are also more prone to feel their emotions strongly, particularly negative ones.
In addition, emotional sensitivity, or the propensity to feel strong emotions, is very
similar to Linehan’s childhood emotional vulnerability, a key component of the development of
emotion dysregulation within BPD. According to Linehan (1993) feeling negative emotions
strongly in childhood (childhood emotional vulnerability) combined with an environment in
1

which expression of emotions is received negatively (parental invalidation) create the emotion
dysregulation, such as that within BPD as described by Carpenter and colleagues. However, the
biosocial model may not be as specific to BPD as initially thought. For example, Gill and
colleagues (2018) found that the biosocial model may actually generalize to chronic worry.
Additionally, while both childhood emotional vulnerability and parental invalidation were
thought to be necessary to develop emotion dysregulation, more recent research suggests that the
interaction is not necessary, and the presence of just one of these two constructs can lead to
problems regulating emotions (Gill & Warburton, 2014). In sum, research demonstrates that
emotion regulation is a transdiagnostic construct (Berking & Wupperman, 2012) that is seen in a
variety of disorders (e.g., PTSD, anxiety, depression; Bender et al., 2012; Gratz et al., 2006; Kim
& Cicchetti, 2010; & Marganska et al., 2013) and is also linked to many clinical concerns often
associated with BPD (e.g., chronic worry, suicide; Gill et al., 2018; Law et al, 2015). While
initially thought to be specific to BPD, the biosocial model may serve as another pathway
leading to emotion dysregulation generally, and significant negative outcomes, such as suicide.
Notably, BPD has an alarmingly high rate of suicide attempts and deaths compared to
other disorders, with an average lifetime attempt mean of 3.4 attempts per patient (Soloff et al.,
1994). This often leads individuals with BPD to engage in multiple treatments throughout their
life and use more health resources than other clinical populations (Bender et al., 2001, Zanarini
et al., 2001). Thus, understanding the development and course of BPD is of utmost importance
in order to create effective interventions that help decrease maladaptive behaviors. Targeting the
underlying emotion regulation or other childhood risk factors could be one way of intervening.
A second aspect of childhood development that is highly linked to psychopathology are
adverse childhood experiences (ACES). ACES are related not only to the development of BPD,
2

but also to the development of emotion dysregulation and suicide (Bach & Fjeldsted, 2017). In
fact, those who experience childhood adversity are 4x more likely to be diagnosed with a
personality disorder (Johnson et al., 2000). These relations extend to suicide as well (Choi et al.,
2017; Felitti et al., 1998; Perez et al., 2016; Soloff et al., 2002). Specifically, results from Bach
and Fjeldsted (2017) demonstrate that BPD symptoms account for 82% of the variance between
childhood adversity and suicide attempts in a clinical sample. The current study aimed to expand
previous literature by investigating potential developmental pathways in relation to BPD and
suicide risk. Specifically, the current study extended Bach and Fjeldsted (2017) by examining the
role of the biosocial model (i.e., parental invalidation and childhood emotional vulnerability) in
addition to ACES in predicting BPD and suicide risk. Furthermore, the potential interactive
effects between all these childhood risk factors were investigated. Finally, both direct and
indirect pathways to suicide were assessed.
Borderline Personality Disorder
Linehan’s (1993) theory states instability of affect could be due to individuals attempting
to cope with being emotionally vulnerable by blocking or avoiding incoming distressing stimuli
or reacting intensely to current stimuli. This, in turn, could lead to behavioral strategies that are
attempts to manage these emotions, but that ultimately are impulsive and dysfunctional, such as
suicidal behavior or non-suicidal self-injury (Links et al., 2008; Selby & Joiner, 2009).
Furthermore, Linehan (1993) proposed this emotional dysregulation could be due to childhood
invalidation from parents or primary caregivers repeatedly trivializing (e.g., “it is not a big deal”)
or punishing (e.g., “I will give you something to cry about”) emotional reactions during childhood.
Due to the invalidation of their emotional expressions in childhood, there is a lack of ability to
identify and cope with those emotions and cope with the situation that brought about those
3

emotional reactions. Therefore, these individuals only have the reactions of emotional inhibition
or extreme emotional lability later in life. Crowell et al. (2009) evaluated the biosocial theory by
reviewing studies over personality psychopathology and childhood vulnerabilities to BPD. They
found that poor impulse control and emotional sensitivity maintained in invalidating
developmental environments were indicative of BPD. Furthermore, this could lead to higher
behavioral dyscontrol. Given the connection between emotion sensitivity, invalidating childhood
environments, and BPD symptoms, an in-depth discussion of emotion dysregulation within the
BPD literature and its definition could be critical in identifying precursors to BPD.
Emotion Dysregulation in BPD
Prevalence
Prevalence rates indicate that BPD occurs in approximately 20% of inpatient populations,
10% of outpatient populations, and 2% of the general population (APA, 2013; Frances and
Widiger, 1986; Gunderson, 1984; Swartz et al., 1989). In a clinically relevant population (i.e.,
mothers involved in youth protections services), approximately 34% of mothers in the sample (n
= 1875) met criteria for BPD (Laporte et al., 2018). More recent research has examined BPD in
younger populations, particularly adolescents. Prevalence rates are similar within the general
population (2%) and outpatient clinic (11%). However, approximately 78% of adolescents
admitted to an emergency department due to suicidal thoughts and behaviors met diagnostic
criteria for BPD (Guile et al., 2018), thus demonstrating a strong link between BPD and suicide
risk.
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Diagnostic Criteria
In order to meet criteria for a specific personality disorder such as BPD, one must first
meet the general criteria of a personality disorder. This includes a pervasive pattern of behavior
and cognitions that deviate significantly from cultural norms, usually beginning in adolescence
or early adulthood (APA, 2013). This pattern must be stable and inflexible and lead to distress in
multiple domains of life (e.g., interpersonal or occupational functioning). Additionally, this
behavior cannot be better explained by another disorder or a physiological side effect of a
substance or of a physical condition (APA, 2013). Once an individual meets criteria for a
general personality disorder, they are then assessed for specific personality disorder diagnoses,
such as BPD.
Due to the eclectic nature of BPD symptoms, this disorder can have multiple
presentations making it a difficult disorder to diagnose. In fact, at a minimum, there are 126
constellations of symptoms of BPD (Trull & Durrett, 2005). Before receiving a diagnosis, at
least five out of nine symptoms must be endorsed. These nine symptoms are: frantic efforts to
avoid abandonment, unstable and intense interpersonal relationships, identity disturbance,
impulsivity, recurrent suicidal behavior, affective instability, chronic feelings of emptiness,
difficulty controlling anger, and transient, stress-related dissociative symptoms (APA, 2013).
As can be seen within these criteria, a variety of impulsive and maladaptive behaviors are
often reported, with one of the core criteria being suicidal behaviors. In fact, suicide is a
significant issue within this population, as approximately 84% of those with BPD attempt suicide
(Soloff et al., 2002) and of that 84%, between 5% (Temes et al., 2019) and 10% (Pompili et al.,
2005) ultimately die by suicide. Notably, this is one of only two disorders in which recurrent
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suicidal behaviors is a criterion for diagnosis (APA, 2013), arguably making BPD one of the
most lethal of the psychiatric disorders.
The current diagnostic model within the DMS-5 is a categorical system, with each
personality disorder being distinct from one another. Research, however, has demonstrated
several problems with this system. Specifically, the categorical model uses arbitrary diagnostic
cut offs that are not scientifically founded (Morey, 1988; Widiger, 1993) and the personality
disorders have high comorbidity rates, not only with other personality disorders (McGlashan,
1987; Trull et al., 2011), but with Axis I disorders as well (e.g., PTSD, anxiety, depression;
Barasch et al., 1985; Dell’Osso et al., 2019; Grant et al., 2008; Kohne & Isvoranu, 2021;
Zanarini et al., 1998). For instance, McGlashan (1987) investigated the comorbidity of BPD and
depression, with results indicating that those who were diagnosed solely with depression met at
least three of the criteria for BPD as well. This suggests that although these individuals were
subthreshold for BPD, there still appeared to be some underlying pathology, which could
account for some of the similarities seen across the disorders. This lends support to the notion
that the categorical model is not well suited for assessing personality disorders. Additionally,
although these individuals did not meet criteria for BPD, they were still experiencing distress and
impairment, further establishing the arbitrary nature of the diagnostic cut points. These problems
could potentially lead to inadequate diagnoses and a compromised quality of care for clients.
Proposed Diagnostic Model
Due to the myriad of problems with the categorical model, there has been a call for the
development of a dimensional model for personality disorders. In fact, in section III of the
DSM-5 (i.e., the emerging measures and models section), an alternative model for personality
disorders (DSM-AM) - a hybrid dimensional-categorical model - is included. Within this model,
6

personality disorders are maladaptive variants of personality traits as opposed to distinct
categories. This could be useful in identifying those who do not meet full criteria for BPD but
still experience problems in functioning. Specifically, Asnaani and colleagues (2007) tested the
relevancy of a dimensional approach to individuals with subthreshold BPD. They found that for
individuals with the full syndrome, a dimensional approach does not appear to account for
disruption in functioning. Simply, once the threshold for BPD has been met, a dimensional
assessment does not predict impairment. However, with individuals who were subthreshold for
the disorder, a dimensional assessment captures aspects of illness severity that relate to
impairment in functioning. In fact, in subthreshold participants the number of BPD symptoms
was significantly associated with all indicators of illness severity utilized whereas for those with
full-syndrome BPD, symptom count was only associated with half of the indicators of illness
severity (Zimmerman et al., 2013). This suggests that the dimensional approach may be most
beneficial for those who do not meet full criteria for BPD but still experience impairment due to
their symptoms.
More recent research demonstrates that during the timeframe BPD symptoms begin to
manifest (ages 15-25), individuals who exhibit subthreshold symptoms (e.g., 1-4 criteria) have
significantly worse emotional, occupational, and social functioning compared to individuals who
do not experience any symptoms (Thompson et al., 2019). This is consistent with the literature,
as previous research has shown that even just experiencing one BPD symptom as opposed to
none, can lead to significantly more problems including psychosocial morbidities, Axis I
disorders, suicidal ideation when beginning treatment, a history of suicide attempts, missed work
due to psychiatric illness, and inpatient hospitalization (Widiger, 1993; Zimmerman et al., 2011).
Specific symptoms of BPD such as anger, affective instability, impulsivity, and chronic
7

emptiness were all independently related to psychosocial difficulties regardless of diagnosis
(Ellison et al., 2016). Taken together, this body of research indicates that the dimensional
approach can be utilized to identify areas of impairment that may otherwise be missed in
individuals due to a lack of diagnosis.
Similar to the categorical model, within the alternative model, one must meet criteria for
a general personality disorder before being diagnosed with a specific personality disorder (APA,
2013). A person must exhibit at least moderate impairment of functioning within two of the four
areas of distress: identity, self-direction, empathy, and intimacy. The first two areas (i.e.,
identity and self-direction) are disturbances within the “self” and could include instability in selfesteem, emotion regulation, or an inability to pursue and complete short-term goals (APA, 2013).
The last two areas (i.e., empathy and intimacy) are interpersonal disturbances and can include a
lack of understanding and appreciation of other’s emotional experiences, intolerance of differing
perspectives, an inability to understand the effects of one’s behavior on others, or a lack of desire
and capacity for closeness (APA, 2013).
The second criterion focuses on the maladaptive variants of personality traits that could
be underlying the impairment. These pathological traits are comprised into five domains:
negative affectivity, detachment, antagonism, psychoticism, and disinhibition. Each domain
breaks down further into facets with number of facets ranging from three (psychoticism) to nine
(negative affectivity). Notably, several facets overlap across domains. For example, restricted
affectivity is considered a facet of both negative affectivity and detachment (APA, 2013).
Identifying these maladaptive personality traits allows clinicians to target areas of distress and
impairment related to personality, regardless of meeting diagnostic criteria thresholds for specific
personality disorders.
8

Each personality disorder has different manifestations of these criteria. For BPD,
impairment within two of the four areas of functioning mentioned above are necessary for
diagnosis. Typical manifestations of dysfunction in identity within BPD include poorly
developed or unstable self-image that is often associated with excessive self-criticism, chronic
feelings of emptiness, and dissociative states under stress (APA, 2013). Dysfunction within selfdirection is often seen as instability in goals, aspirations, values, or career plans. Within
empathy, dysfunction typically manifests as a comprised ability to recognize the feelings and
needs of others associated with interpersonal hypersensitivity and perceptions of others
selectively biased toward negative attributes or vulnerabilities. Dysfunction in intimacy is seen
as intense, unstable, and conflicted close relationships marked by mistrust, neediness, and
anxious preoccupation with real or imagined abandonment. Additionally, these close
relationships are often viewed in extremes of idealization and devaluation and alternating
between overinvolvement and withdrawal (APA, 2013).
Regarding the second criterion, the proposed diagnostic criterion for BPD includes at
least four out of the following seven pathological personality traits: emotional lability,
anxiousness, separation insecurity, depressivity, impulsivity, risk taking, and hostility (APA,
2013). These facet-level traits comprise primarily the domains of negative affectivity and
disinhibition with one facet of antagonism.
Five Factor Model of BPD
Beyond the proposed model, there is also a general personality trait description of BPD.
Notably, the maladaptive personality traits of the DSM-AM have been described as “an
extension of the Five Factor Model of Personality” (APA, 2013, p .7). Popularized by Costa and
McCrae (1992), the Five Factor Model (FFM; Goldberg, 1990) is a leading theory of general
9

personality and is conceptualized by five higher order domains (neuroticism, openness to
experience, extraversion, conscientiousness, and agreeableness) and six lower-order facets per
domain. Importantly, unlike the DSM-AM, these facet traits do not overlap across domains.
The FFM exhibits strong convergent and discriminant validity with both self and informant
reports, strong temporal stability, and generalizes across age, gender, and culture (MullinsSweatt & Widiger, 2006, McCrae, 2017). These domains and facets have been validated in over
50 countries (McCrae et al., 2005), have been replicated across five language families, and have
demonstrated heritability (Mullins-Sweatt & Widiger, 2006). Specifically, several studies have
shown that the five domains of the DSM-AM mirror the FFM domains (De Fruyt et al., 2013;
Gore & Widiger, 2013; Thomas et al., 2013; Watson et al., 2013) and facets (Griffin & Samuel,
2014). Overall, research continues to demonstrate that the FFM is a well-established model of
general personality that can also be useful in conceptualizing personality pathology.
According to the FFM model of BPD, this disorder is comprised mostly of neuroticism
(Widiger et al., 2002). Along with all six facets of neuroticism (high anxiousness, angry
hostility, depressiveness, self-consciousness, impulsivity, and vulnerability), the FFM’s
description of BPD is most consistently described in the literature as comprising of one facet
from Openness to Experience (high fantasy), three facets of Agreeableness (low trust,
straightforwardness, and compliance), and one facet of Conscientiousness (low deliberation;
Mullins-Sweatt et al., 2011). Given the significant overlap between the alternative model and
the FFM, the FFM is an appropriate tool to assess the maladaptive ends of general personality.
Additionally, the consistent link between negative affectivity/neuroticism (Samuel & Widiger,
2008) and BPD reiterates that, at its core, BPD is a disorder comprised of emotion dysregulation
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(Chapman, 2019). Therefore, investigating the potential developmental pathways of emotion
dysregulation is an important avenue to pursue.
Comorbidities, Clinical Outcomes, and Related Concerns
BPD’s comorbidity with other disorders, particularly other personality disorders, is a
well-documented issue within the field. For example, approximately 39% of individuals
diagnosed with BPD also meet criteria for other Cluster B personality disorders (Stinson et al.,
2008; Zanarini et al., 1998). This overlap is also seen in other clusters as well, with
approximately 18% of individuals with BPD meeting criteria for obsessive-compulsive
personality disorder (Zanarini et al., 1998), 43% meeting criteria for avoidant personality
disorder, and 30% meeting criteria for paranoid personality disorder (Zanarini et al., 1998).
Beyond other personality disorders, BPD has been found to be highly linked to psychotic
symptoms/disorders (Slotema et al., 2018), ADHD (Fossati et al., 2002; Phillipsen et al., 2008;
Weibel et al., 2018), PTSD (Dell’Osso et al., 2019), and most notably, mood and anxiety
disorders (Quenneville et al., 2020; Zanarini et al., 1998).
Individuals with BPD exhibit a variety of negative outcomes and experience functional
impairment in a variety of aspects. Specifically, individuals with BPD are more likely to
experience turbulent relationships, unsteady employment, and social isolation (Javaras et al.,
2017). While severity of symptoms tends to decrease over time (Ullrich & Coid, 2009), recent
research suggests that perhaps these symptoms do not necessarily disappear, but rather manifest
differently (Morgan et al., 2013). For instance, Morgan and colleagues (2013) conducted a study
utilizing 3000 psychiatric outpatients (age range 18-68) and compared BPD symptoms in young
adults (18-25) and older adults (45-68), finding that while both groups reported more Axis 1
comorbidity, older adults reported higher levels of chronic emptiness, social impairment, and
11

lifetime hospitalizations, while the younger group exhibited higher levels of impulsivity, selfharm, and affective instability. Although the younger group experiences significantly more
“hallmark” symptoms of BPD, older adults also exhibited functional impairment in terms of
social life and number of hospitalizations. This shows that symptoms and associated negative
outcomes such as hospitalization and interpersonal problems may be pervasive in nature,
manifesting throughout the lifespan.
The high presence of comorbidity between BPD and other psychopathology tends to
exacerbate the negative outcomes within BPD. For instance, while 0.3% of the UK’s population
is thought to have comorbid BPD and Antisocial PD, these rates are significantly elevated in
forensic samples, suggesting that individuals with both disorders are more likely to experience
problems with the law (Coid et al., 2006). Similarly, the relationship between depression and
BPD may be bidirectional in nature, and partially dependent on other comorbidities. For
example, Matthies and colleagues (2018) demonstrated that when individuals already have BPD,
the presence of childhood maltreatment and anxiety disorders leads to more functional
impairment in terms of suicide attempts and levels of depression. This indicates that the
presence of other comorbid disorders and clinical concerns (e.g., childhood abuse) can lead to
more severe psychopathology and thus lead to more sever outcomes. While individuals with
BPD may experience comorbidities at an elevated rate, the presence of these co-existing
psychiatric concerns may lead to more severe manifestations of symptoms and functional
impairments.
One pathway these comorbid disorders and related clinical outcomes have in common is
the presence of emotion dysregulation (Hofman et al., 2012; Abravanel & Sinha 2015; Khamis,
2019; Rajappa et al., 2012). However, the etiology of these comorbidities is unclear. While
12

there are hypotheses as to the pathways that may create vulnerabilities for these disorders, the
causal nature of these is unknown. Therefore, to understand the development of these
comorbidities, it may be beneficial to understand the role of emotion dysregulation.
Emotion Dysregulation
Overall, literature on emotion dysregulation tends to be convoluted and comprised of
many definitions and conceptualizations (Berking & Wupperman, 2012). The conceptual
uniqueness of these terms is in question as some researchers argue that the current construct is
too broad (Berking & Wupperman, 2012). Further, similar terms (e.g., neuroticism, emotional
sensitivity, affect regulation) with slightly different definitions add to the confusion. However,
two prominent theories have emerged as potential explanations for the transdiagnostic nature of
emotion regulation. The first, consists of emotion regulation as a set of strategies, known as the
Process Model of Emotion Regulation (Gross 1998a). These strategies are used to regulate an
emotional experience by maintaining, increasing, or decreasing one’s response psychologically,
physiologically, and behaviorally (Gross, 1998b). They can be adaptive or maladaptive in
nature, with maladaptive forms being related to symptoms of different psychiatric disorders
(Aldao, 2012; Aldao & Nolen-Hoeksema, 2010).
The second framework conceptualizes emotion regulation less in terms of strategies, but
more as overall deficits in emotional functioning (Berking & Wupperman, 2012; Gratz &
Roemer, 2004). Specifically, Gratz defines emotion regulation as a multidimensional construct,
consisting of four facets: awareness, understanding, and acceptance of emotional expression,
ability to engage in goal directed behaviors and suppress impulsive urges, the ability to flexibly
utilize different strategies in appropriate situations to regulate emotional intensity, and a
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willingness to experience negative emotions when pertinent. When an individual endorses
deficits in any of the above areas, they may be experiencing emotion dysregulation.
Often associated with emotion dysregulation, neuroticism is consistently linked to a
variety of negative outcomes and psychological disorders, including BPD (Trull et al., 2011).
Within the FFM framework, neuroticism is typically defined as emotional instability, however,
the terms affective/emotional lability are often used to describe neuroticism as well. This
disparity makes it difficult to not only define and assess the construct, but also to understand how
neuroticism relates to BPD and differs from emotion regulation. However, one thing that all
these constructs encompass, is a proneness to experiencing negative affect. Further, they all
demonstrate a consistent relationship with BPD (Crowell et al., 2009; Koenigsberg et al., 2002;
Linehan, 1993; McGlashan et al., 2005; Millon & Davis, 1996). Although assessed by different
measures, there is considerable construct overlap (Widiger, 2011), probing the debate as to
whether or not these constructs are actually separate entities (e.g., Kamen et al., 2010; Maples et
al., 2014; Miller & Pilkonis, 2006). Furthermore, emotion dysregulation is also linked to other
forms of psychopathology and clinical concerns (e.g., Marganska et al., 2013), warranting further
investigation. Specifically, some suggest that emotion dysregulation may be transdiagnostic in
nature (Espeleta et al., 2018).
Psychopathology and Emotion Dysregulation
Espeleta and colleagues (2018) suggest that emotion dysregulation may be a pathway in
which those who experience adverse events in childhood engage in maladaptive behaviors
broadly. Not only is emotion dysregulation related to multiple forms of psychopathology (e.g.,
BPD, depression, anxiety, and post-traumatic stress disorder; Bender et al., 2012; Gratz et al.,
2006; Kim & Cicchetti, 2010; & Marganska et al., 2013), but the development of emotion
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regulation skills has been shown to buffer against the development of psychopathology (Cole &
Hall, 2008). This demonstrates that not only is emotion dysregulation related to psychological
dysfunction, but emotion regulation is also a protective factor against the development of mental
disorders. With this established, the next question is how one develops emotion regulation
difficulties.
The Development of Emotion Dysregulation and its Link with BPD
Recently, Carpenter and Trull (2013) conceptualize emotion dysregulation within BPD as
being composed of the following components: emotion sensitivity, heightened and labile
negative affect, and a lack of appropriate regulation strategies coupled with an array of
maladaptive regulation strategies. Emotion sensitivity is described as heightened emotional
reactivity to environmental stimuli, including a person’s interpretation of the emotions of others.
This is also a similar construct to the biosocial model’s childhood emotional vulnerability
(Linehan, 1993), which is a propensity to experience long-lasting negative emotions in
childhood. These definitions are in line with other research, which has demonstrated that those
with BPD tend to have a bias toward recognizing negative emotions (Domes et el., 2009;
Koenigsberg et al., 2009; Scott et al., 2011) and with identifying negative emotions in others
(Domes et al., 2008; Wagner & Lineham, 1999). This suggests that those with BPD may not
only experience emotions more intensely but tend to be more prone to recognize negative
emotions as well. Thought to be a consequence of emotional sensitivity, negative affect is
comprised of a sensitivity toward negative mood states. Arguably the most important aspect of
negative affect in BPD is not necessarily the level of negative affect, but its instability and
intense nature, especially toward events that may seem banal to others. The final two constructs,
although seemingly similar are distinct from each other: inadequate adaptive regulation strategies
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and a surplus of maladaptive regulation strategies. Specifically, individuals with emotion
regulation difficulties failed to learn adaptive regulation strategies and instead have learned to
rely on more maladaptive ones. This model specifically connects the emotional dysregulation
with the maladaptive behaviors often associated with BPD.
These maladaptive coping strategies employed can often lead to long-term negative
outcomes. For instance, one specific behavior often associated with BPD and emotion
dysregulation is suicidal behavior (Law et al., 2015; Pompili et al., 2005). Specifically, Law and
colleagues (2015) investigated the role of emotion dysregulation in suicidal thoughts and
behaviors from an ideation to action framework and found that emotion dysregulation
significantly predicted both suicidal ideation and attempts. Thus, understanding the mechanisms
that lead to suicide through BPD is important in order to outline treatments that can target early
risk factors. One way to investigate these relations is by assessing the childhood risk factors that
may lead to the emotion dysregulation and subsequent BPD symptoms.
Development and Risk Factors of BPD
The Biosocial Model of Borderline Personality Disorder
Coined by Linehan (1993), the biosocial model is a theory explaining the development of
emotion dysregulation within BPD from a biopsychosocial perspective. It postulates that there
must be an interaction between childhood emotional vulnerability and parental invalidation in
order to develop emotion dysregulation and subsequently, BPD. Specifically, Gill et al., (2018)
validated these relations in a non-clinical sample, with parental invalidation positively relating to
BPD traits as measured by the Borderline Personality Questionnaire (BPQ; Poreh al., 2006), but
not emotion dysregulation as measured by the Difficulties in Emotion Regulation Scale (DERS;
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Gratz & Roemer, 2004). Furthermore, parental validation was significantly negatively correlated
with BPD symptoms suggesting that having validating parents can serve as a protective factor
against the development of traits related to BPD. This also further refines the construct of
parental invalidation as not just the opposite of validation, but also acquiring the skills to respond
to emotional challenges in a healthy manner.
Of novel interest, work by Gill and Warburton (2014) has investigated the overall validity
of the biosocial model in predicting BPD traits (as measured by the BPQ). Utilizing a
nonclinical sample of community members and students, they found that both parental
invalidation and childhood emotional vulnerability independently predicted BPD symptoms, but
no interaction between the two was found. This was replicated by Gill and colleagues (2018) in
a separate study investigating the specificity of the biosocial model to BPD criteria. It was found
that the biosocial model predicted other psychopathology such as chronic worry, contrary to
previous findings indicating that it is specific to BPD (Linehan, 1993). One potential reason for
this lack of interaction could be that the construct of childhood emotional vulnerability is
described as “high sensitivity to emotional stimuli, emotional intensity, and slow return to
emotional baseline” (Linehan, 1993), which is similar to components of the personality trait
neuroticism. Although strongly related to BPD, neuroticism is related to a variety of other
negative mental health outcomes and disorders (Ormel et al., 2013). Overall, this suggests that
the components of the biosocial model may not need to interact in order to create emotion
dysregulation and that this model may be related to underlying constructs that predict
psychological distress as a whole rather than BPD specifically. Further, perhaps these early
childhood experiences and natural inclinations are directly related to adulthood maladaptive
coping, regardless of whether a person also meets criteria for BPD.
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Adverse Childhood Experiences and Borderline Personality Disorder
One major risk factor for BPD is the occurrence of adverse experiences in childhood,
such as abuse. Adverse childhood experiences have been shown to be related to a variety of both
physical and mental health outcomes such as substance misuse, depression, and suicide (Felitti et
al., 1998). Felitti and colleagues (1998) created a widely utilized screening tool for assessing
childhood adversity, known as the Adverse Childhood Experiences Scale (ACEs). This ten-item
scale assesses seven categories of adverse events (psychological, physical, or sexual abuse;
violence against mother; living with household members who were substance abusers, mentally
ill or suicidal, or ever imprisoned) before the age of 18. Those who endorse four or more events
are 4-12x more likely to experience symptoms of suicidal thoughts and behaviors, substance use,
and depression, as well as a multitude of physical health problems and behaviors including
higher rates of STDs and engaging in smoking (Felitti et al., 1998). Although the exact
definition of an adverse childhood experience varies, it is widely accepted that early stress is a
risk factor for a variety of mental and physical health outcomes in adulthood (McLaughlin &
Sheridan, 2016). Felitti’s original ACE study opened the door to other research examining the
long-term health effects of childhood adversity. Similar studies have found that other factors
outside the immediate home such as peer victimization, peer isolation, and community violence
exposure also predict negative mental health outcomes (Finkelhor et al., 2013). This suggests
that childhood adversity is a broadly defined construct that may include several different types of
experiences.
Along with health outcomes, childhood adversity has been shown to impact the
development of personality traits and personality disorders. Carver and colleagues (2014) found
that adverse events in childhood were related to both subclinical and clinical levels of personality
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disorders as well as trait level impulsivity. In fact, research has demonstrated that those who
experience childhood adversity are 4x more likely to be diagnosed with a personality disorder
(Johnson et al., 2000). For instance, Temes and colleagues (2017) compared levels of childhood
adversity experienced in adolescents with BPD, adolescents without BPD, and adults with BPD.
The results demonstrated that those with BPD experienced more severe abuse, compared to their
non-disordered counterparts. This indicates that adverse experiences may also be related to the
development of BPD specifically.
ACES, Parental Invalidation, and Childhood Emotional Vulnerability with Suicide
Given the strong link between ACEs and BPD, and the link between BPD with suicide, it
is important to consider the link directly between ACEs and suicide. Aside from BPD, a plethora
of research has demonstrated an association between childhood adversity and suicidal behaviors
directly (Choi et al., 2017; Felitti et al., 1998; Perez et al., 2016; Soloff et al., 2002). Notably,
Fuller and colleagues (2016) have found that those who have experienced childhood adversity
are more likely to endorse suicidal ideation and attempt suicide compared to the general
population. As the number of adversities experienced increases, so does the risk for suicide
(Fuller, et al., 2016). In fact, adverse childhood experiences appear to be such a strong risk
factor for suicide that, in young adulthood, it was a more robust predictor than when accounting
for other known risk factors, including psychopathology. This has been found to be especially
prevalent in those who have experienced sexual abuse or have witnessed domestic violence
(Fuller et al., 2016). Broadly, the accumulation of childhood adversity is associated with suicide
risk, however, research also demonstrates that exposure to specific adverse events can increase
suicide risk as well.
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Childhood Abuse and Suicide
Childhood abuse, a broad category within adverse childhood experiences, accounts for a
large body of literature regarding childhood adversity and suicide (Bahk et al., 2017; Kessler et
al., 2007; Yoon et al., 2018). While abuse broadly is related to increased rates of suicidal
behavior (Pereda et al., 2009; Stoltenborgh et al., 2011), other studies have demonstrated a
specific link between suicide and physical abuse (Afifi et al., 2008; Dube et al., 2001; Pompili et
al., 2009), sexual abuse (Bahk et al., 2017; Pompili et al., 2009; Yoon et al., 2018), and
emotional abuse (De Araujo & Lara, 2016; Devries et al., 2011). Notably, several studies have
demonstrated different relations between each type of abuse with suicidal ideation, attempts, and
intent to die. For example, utilizing a sample of Japanese adults in Tokyo Yoon and colleagues
(2018) demonstrated that physical abuse and neglect are both predictive of adult suicidal
ideation, plan, and attempt directly, even when taking psychological disorder into account.
Similarly, Joiner and colleagues (2007) found that, when compared to verbal abuse, individuals
who experience childhood physical and sexual abuse are more likely to attempt suicide
throughout their lifetime. Taken together these findings suggests that physical abuse is related to
all aspects of suicidal thoughts and behaviors regardless of mental illness.
While less research focuses on psychological abuse, there appears to be a consistent link
between childhood emotional abuse and suicide attempts. De Araujo and Lara (2016) found that
childhood emotional abuse is predictive of more severe suicide attempts compared to physical
and sexual abuse. While all three types of abuse (i.e., physical, sexual, and emotional) were
predictive of a suicide attempt, individuals experiencing severe childhood emotional abuse were
more likely to engage in serious suicide attempts, whereas those who experienced childhood
sexual abuse were more likely to attempt suicide without intent to die. This suggests that while
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emotional abuse is often not physically seen, it may still lead to detrimental outcomes, including
more severe attempts.
In recent literature, childhood sexual abuse is most consistently related to suicidal
behaviors (Bahk et al., 2017). While early research findings on this relationship were mixed
(Dube et al., 2001; Read et al., 2001), current literature suggests sexual abuse is the strongest
predictor of suicidal ideation, even when considering protective factors such as coping method
(Yoon et al., 2018). This is also seen in attempts, as individuals who experience sexual abuse are
more likely to attempt suicide, even when accounting for other forms of abuse and parental
pathology (Devries et al., 2011).
Broadly, childhood abuse is related to several aspects of suicidal thoughts and behaviors
including ideation and attempts. However, when delving further there are different types of
abuse which have different relationships with aspects of suicidal thoughts and behaviors. While
childhood sexual abuse appears to be the strongest predictor for suicidal ideation (Yoon et al.,
2018) and attempts (Devries et al., 2011), these individuals tend to engage in less lethal attempts,
whereas those who have experienced emotional abuse engage in more severe attempts.
Similarly, physical abuse is related to ideation, plan, and attempt even when accounting for other
psychological disorders, suggesting that on its own, childhood physical abuse may be a robust
predictor for suicidal behaviors. Understanding the nuances of these relationships is important to
further understand their relation to other variables (e.g., emotion regulation and individual
differences) which could have important implications for treatment and outcomes.
Parental Absence and Suicide
A broad term, parental absence can encompass a wide variety of meanings. Much of the
literature focuses on absence due to divorce, incarceration, or death. Considering that
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approximately 50% of marriages dissolve with divorce (United States Census Bureau, 2021),
understanding the relationship between parental separation and life outcomes is imperative for
prevention. Early research on divorce and suicide found that parental separation was predictive
for male offspring, but not female (Donald et al., 2006). Lizardi and colleagues (2009)
investigated this further in female offspring and found that female children who lived with their
fathers, were significantly more likely to report lifetime suicide attempts compared to females
who lived with their mothers. A meta-analysis examining long-term mental health consequences
of parental divorce found that both suicidal ideation and suicide attempts were associated with
parental divorce (Auersperge et al., 2019). However, it is important to consider that between
1999 and 2017, overall effect sizes significantly decreased. While it is unclear of the specific
associations with suicide, this does suggest that the link between divorce and suicide may be
smaller in comparison to other factors, where recent research is still demonstrating medium to
large effect sizes.
Another common form of absence is parental incarceration. Children of incarcerated
parents tend to exhibit more emotional problems and symptoms of PTSD (Kampfner, 1995;
Wilderman, 2010) as well as a higher likelihood of experiencing suicidal ideation or attempting
suicide (Bridge et al., 2006; Davis & Shlafer, 2017). These relationships remained significant
even when controlling for levels of depression and gender, suggesting that parental incarceration
can lead to a variety of negative outcomes, particularly those associated with suicidal thoughts
and behaviors. Specifically, Davis and Shlafer (2017) compared the impact of parental
incarceration on mental health in adolescents whose parents are currently incarcerated, have
previously been incarcerated, and have never been incarcerated. They found that for those
whose parents are currently incarcerated, adolescents displayed the highest number of mental
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health problems, including suicide attempts and self-injurious behaviors. While the relationship
was not as strong, there was a significant association between mental health problems and a
parent who was previously incarcerated. This suggests that while children of incarcerated
parents may experience the highest levels of psychopathology, the impact of these events may
last beyond the incarceration period.
Finally, research has consistently linked childhood exposure to parental death with adult
offspring suicide risk (Agerbo et al., 2002, Cheng et al., 2014, Gravseth et al., 2010, Guldin et
al., 2015, Jakobsen & Christiansen, 2011, Jeon et al., 2013, Kuramoto et al., 2010, MittendorferRutz et al., 2012, Niederkrotenthaler et al., 2012, Wilcox et al., 2010). However, this
relationship appears to be strongest for individuals’ whose parents die by suicide (Hua et al.,
2019). Furthermore, Wilcox and colleagues (2010) demonstrated that the age of the child when
the parent died by suicide was important. The results of their study demonstrated that those who
were adolescents at the time of death were more vulnerable to suicidal thoughts and behaviors
than those whose parents died early in life. Overall, these findings suggest that parental death is
a risk factor for future suicidal behavior but may be particularly detrimental for those whose
parents died by suicide during their adolescent years.
Household Challenges and Suicide
In a population-based study comprised of adult Canadians (n = 22,559; approximately
902 endorsed exposure to parental domestic violence) Fuller-Thomson and colleagues (2016)
found that 17% of those who were exposed to domestic violence at a young age attempted
suicide, compared to 2.3% for those who had never been exposed to domestic violence. Similar
to physical abuse, researchers hypothesize that the pathway from childhood exposure to domestic
violence and suicide are due to a lowered threshold for violence and pain that can lead to self23

injurious behaviors (Hardt et al., 2008). These relations appear in a variety of cultures and
countries outside of the United States as well (Devries et al., 2011). Furthermore, the World
Health Organization (WHO) found that childhood exposure to violence against their mother
increased likeliness for suicidal ideation and attempts in several countries including Peru, Brazil,
Tanzania, Namibia, and Thailand. Overall, these findings suggest that those who are exposed to
domestic violence in childhood are at elevated risk for suicidal ideation and attempts compared
to those who have not experienced domestic violence and that this association is seen worldwide.
Other household challenges that fall within the ACE category include parental mental
illness such as substance use, anxiety, depression, and personality disorders. According to
Björkenstam and colleagues (2017), when compared to other forms of ACES, parental
psychiatric condition was one of the most robust predictors of suicide along with parental death
by suicide, and parent criminality. Using the National Epidemiological Survey on Alcohol and
Related Conditions, Thompson and colleagues (2017) found that both maternal and paternal
family history of alcohol use disorder is associated with an increased likelihood of suicide
attempts in offspring, while a more recent study found that parental alcohol misuse was not
predictive of suicidal ideation or attempts (Thompson et al., 2019). However, this could be due
to alcohol use being assessed by the parent rather than the child, making underreporting more
likely (Thompson et al., 2019). Similarly, parental substance use disorders are associated with
offspring suicidal ideation, but not attempts (Oladeji & Gureje, 2011). In fact, research suggests
that parental psychopathology is predictive of offspring suicide, even when accounting for
offspring psychopathology (Santana et al., 2015). This is seen both in childhood and adulthood
(Santana et al., 2015), suggesting that the impact of parental mental illness lasts beyond key
developmental periods. Additionally, parental Generalized anxiety (GAD) and antisocial
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personality disorder (ASPD) were predictive of suicidal ideation while panic disorder and GAD
were predictive of suicide attempts. Interestingly, panic was predictive of a transition from
ideation to attempts. While this was seen in all aspects of the lifespan, the relation was strongest
during adolescence. During this time period, parental depression and ASPD increased the odds
for suicidal ideation while depression, panic disorder, GAD, and substance use were predictive
of suicide attempts (Santana et al., 2015).
Suicide, Parental Invalidation, and Childhood Emotional Vulnerability
Finally, one last area of literature to consider is the link between suicide and the factors
of the biosocial model. While there is a plethora of research investigating the link between
nonsuicide self-harm behaviors and parental invalidation (e.g., Adrian, 2018), there seems to be a
significant gap in the literature regarding parental invalidation and suicide. Furthermore, though
childhood emotional vulnerability is rarely studied directly, there is some evidence for these
connections based on studies investigating proxies for childhood emotional vulnerability. For
instance, O’Connor and colleagues (2020) investigated the effects of childhood trauma
experiences with daily stress and emotions in individuals at risk for suicide. Specifically,
biological indicators such as a dysregulated hypothalamic-pituitary-adrenal axis (as assessed by
cortisol levels) likely stems from early childhood development and related genetic risks (i.e.,
being more emotional vulnerable in childhood in conjunction with adverse childhood events can
lead to a dysregulated system in adulthood). Notably, the results of the study demonstrated that
childhood trauma was associated with lower cortisol levels, which then predicted increased
suicide ideation up to 1-month later (O’Connor et al., 2020).
Currently, however, the main focus of much of the research relates back to specific forms
of abuse. One could argue though that parental invalidation is a form of emotional abuse, thereby
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linking this concept to suicide to parental invalidation through the assessment of emotional
abuse. Further research is needed, however, to better understand how these risk factors may
differentially impact suicide. Finally, research is needed to better understand how these pathways
may be different from pathways to BPD and which pathways may lead to suicide through BPD.
Putting it all Together: Childhood Risk Factors, BPD Symptoms, and Suicidal Thoughts
and Behaviors
Given that there are still a large portion of individuals who experience ACEs and grow up
to not have significant mental health difficulties, identifying potential interactive factors among
these risk factors which may lead to BPD and/or increased suicide risk is an important endeavor
for developing treatment and preventative methods. Furthermore, understanding the link between
BPD and suicide in relation to these early childhood risk factors is vital for understanding what
may be more transdiagnostic in nature and what may be more specific to BPD. The current
study expands upon previous research by investigating additional contextual factors that may
influence the relations between childhood risk factors with BPD and suicide. Specifically, the
current study investigated three types of risk factors (i.e., parental invalidation, childhood
emotional vulnerability, and ACES) and how they may interact to directly and indirectly predict
suicide through BPD.
Current Study
Overall, the current study aimed to replicate the findings of Bach and Fjeldsted (2017)
utilizing an online student sample. Specifically, the current study extended previous literature by
1. Expanding on the types of childhood risk factors assessed and 2. examining the interactive
effects of these risk factors. In sum, the purpose of the current study is to provide a broader
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understanding of how differing developmental pathways may lead to BPD and increased suicide
risk.
Primary Hypotheses
1. All variables in the study (Childhood adversity, BPD traits, suicide risk, childhood
emotional vulnerability, and parental invalidation) would be positively correlated.
2. BPD would partially account for the relation between childhood adversity and suicidal
thoughts and behaviors. Specifically, we anticipate that childhood risk factors (i.e., ACES,
childhood emotional vulnerability, and parental invalidation) would predict BPD traits, which
would then predict suicidal thoughts and behaviors. Independently, these risk factors would also
be predictive of suicidal thoughts and behaviors.
3. The interaction between parental invalidation and childhood emotional vulnerability
would also predict suicide through BPD.
Exploratory Hypotheses
1. The other interaction terms would also be investigated in the overall model.
Specifically, the interactions between ACES and parental invalidation, ACES and childhood
emotional vulnerability, and a three-way interaction between ACES, parental invalidation, and
childhood emotional vulnerability will be assessed.
2. The interaction between BPD and the biosocial model factors (i.e., childhood
emotional vulnerability and parental invalidation) will also be assessed in predicting suicide.
Specifically, BPD traits with childhood emotional vulnerability, BPD traits with parental
invalidation, and a three-way interaction of BPD traits, childhood emotional vulnerability, and
parental invalidation will be included in the model as well.
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CHAPTER II
METHOD
Participants and Procedure
The full sample consisted of 1220 individuals. Of those, the data was originally screened
for incomplete data. In sum, 174 individuals did not complete at least 80% of the study with 65
additional folks only completing the demographics form. Furthermore, 9 additional people were
screened out due to scoring in the invalid range on the Elemental Psychopathy Inventory
(described below). This resulted in a final sample of 972. Overall, the final sample had a mean
age of 19.14 (SD = 2.25). The sample consisted of 323 (33.2%) people who identified as male,
643 (66.2%) who identified as female, and 3 (.3%) who identified as nonbinary or androgynous.
Additionally, 715 people (73.6%) identified as Caucasian/European White, 183 (18.8%) as Black
African American, 23 (2.4%) as Hispanic, 9 (.9%) as Asian/Pacific Islander, 6 (.6%) as Native
American/Alaskan Native, 20 (2.1%) as multi-Racial, 9 (.9%) who selected other, and 7 (.7%)
who selected prefer not to respond. Finally, 128 (13.2%) indicated that they were currently
seeking treatment for a psychological disorder and 124 (12.8%) were currently taking medication
for a psychological disorder.
All participants completed the MSI-BPD as part of the measurement battery in the
current study to assess for the overall severity of the sample. Within the final sample (N = 972),
278 (28.75%) endorsed at least half of the 10 BPD symptoms. Furthermore, a cutoff of 7 has
been identified with good sensitivity and specificity for diagnosing BPD (Zanarini et al., 2003).
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Overall, 146 (15.8%) endorsed seven or more items on the McLean and 134 (13.86%) endorsed
five or six items. Additionally, the Suicide Behavior Questionnaire-Revised (SBQ-R) has a cutoff score of 7 to indicate clinical significance within adult populations (Osman et al., 2001).
Overall, 146 (15.8%) individuals reported clinically relevant levels of suicide risk as measured
by the SBQ-R (range: 3-17; M = 4.47).
Participants were recruited via the university’s SONA participant pool and were
compensated by receiving research credit. Subjects completed a prescreen assessment comprised
of measures designed to assess demographics, personality characteristics, and general mental
health. One of the prescreen measures included was the McLean Screening Inventory for
Borderline Personality Disorder (MSI-BPD; Zanarini et al., 2003). Although any student
registered within the SONA system could complete the study, we invited those who endorse five
or more BPD symptoms on the pre-screener in order to oversample for individuals with
difficulties in emotion regulation. Specifically, the survey was only open for those endorsing
five or more until the desired number (i.e., 250) was reached. After this, the survey was open to
all participants, and recruitment emails were sent to those who endorsed five or more on the
screener assessment. Notably, previous research both here and at other university settings (e.g.,
DeShong et al., 2019; Kelley et al., 2021) has shown that when oversampling, approximately
20% of participants endorse 5 or more BPD symptoms. As noted above, we were slightly over
our goal of 25% of the sample endorsing 5 or more symptoms.
Once participants agreed to participate in the study, they were provided a link to the
online survey, where they first reviewed the informed consent, and indicated they agree to
participate in the study by clicking the “next” button. Once they consented, participants
completed the demographics form and then the measures described below in randomized blocks.
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Block 1 consisted of the initial consent form, demographics questionnaire, and the MSI-BPD.
Block 2 consisted of the SES MOTHER and EV-CHILD (randomized within the block).
Similarly, block 3 consisted of the SES FATHER and FFBI-SF (also randomized within the
block). Finally, Block 4 consisted of the ACES-IQ and the SBQ-R. Once completed, they
received a debriefing form outlining the purpose of the study and referrals for services at the
local and national level.
Measures
Demographic Information
All participants completed a demographic measure, which included age, gender, race,
ethnicity, club membership, year in school, relationship status, religious affiliation, gross
household income, and asked participants if they are currently seeking treatment or taking
medication for a psychological disorder.
Childhood Adversity
The Adverse Childhood Experiences International Questionnaire (ACES-IQ)
The ACES-IQ is a 44-item retrospective self-report designed to measure adverse life
events before the age of 18 in all countries, with respondents rating items on a Likert scale.
Example items include “When you were growing up the first 18 years of your life, were you ever
shot in real life” and “When you were growing up the first 18 years of your life were your
parents ever separated or divorced?” The ACES-IQ encompasses a broad range of adverse
experiences both within the household and community including negative relationship with
parent/guardians, negative family environment, peer violence, witnessing community violence,
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and exposure to war/collective violence. Previous studies have reported adequate reliability and
concurrent and predictive validity in a variety of populations including rural Malawian
adolescents (Kidman et al., 2019), adult Nigerian prison inmates (Kazeem, 2015), Adults in
Rwanda (Uwizeye et al., 2021), Chinese adult inpatients in alcohol and substance use facilities
(Ding et al., 2014; Liu et al., 2016), and Canadian individuals approached at a physician’s office
(Dobson et al., 2021). Additionally, similar results were found when comparing validity and
reliability of the ACES-IQ and the original ACES scale, indicating that this measure of
childhood adversity is comparable to others while adding the unique contribution of accounting
for adverse events outside of those typical of Western cultures (Kidman et al., 2019). Internal
reliability of the ACES for the current study was .79.
The Biosocial Model
The Emotional Vulnerability in Childhood Scale (EV-CHILD)
The EV-Child (Sauer & Baer, 2009) is a 21-item retrospective self-report assessing
emotional vulnerability during childhood. Respondents rated items on a Likert scale from 1-6,
with 1 being “Never” and 6 being “Always.” Example items include “My emotions tended to be
more intense than those of most children” and “My negative emotions were long lasting.” The
EV-Child has been validated in a sample of undergraduates, demonstrating good internal
consistency, and convergent and divergent validity (Sauer & Baer, 2010). Internal consistency
for the current study was .94.
Socialization of Emotion Scale (SES)
The SES (Krause et al., 2003) is a retrospective self-report measure containing 12
scenarios, with 6 subitems per scenario. It breaks down into two factors that assess
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environmental validation and invalidation by parental figures during childhood. Each factor is
then broken into maternal and paternal validation/invalidation. Respondents rated items on a
Likert scale of 1-7, 1 being “very unlikely” and 7 being “very likely.” Example scenarios
include “If I lost some prized possession and reacted with tears, my caretaker would tell me I
was over-reacting” and “If I was panicky and couldn’t go to sleep after watching a scary TV
show, my caretaker would encourage me to talk about what scared me.” The SES has been
validated in a sample of undergraduates and demonstrated good internal consistency and good
criterion, convergent, and discriminant validity (Sauer & Baer, 2010). Internal consistency for
the current study was .83 for maternal invalidation and .86 for paternal invalidation.
Borderline Personality Disorder
The McLean Screening Instrument for Borderline Personality Disorder (MSI-BPD)
The MSI-BPD is a 10-item self-report measure assessing BPD symptomology with
respondents rating items either yes or no. Example items include “Have you been extremely
moody?” and “Have you felt chronically empty?” The MSI-BPD has exhibited adequate internal
consistency in both clinical (Zanarini et al., 2003) and nonclinical samples of both students and
community members (Gardner & Qualter, 2009). Additionally, Gardner and Qualter (2009)
demonstrated adequate structural, construct, and incremental validity of the MSI-BPD within a
nonclinical sample. When compared to other measures assessing BPD (i.e., PAI-BOR scale and
the PDQ-4 borderline scale) the MSI-BPD demonstrated high convergent validity and concurrent
validity (Gardner & Qualter, 2009). Internal consistency for the current study was .84.
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The Five Factor Borderline Inventory Short Form (FFBI-SF)
To gain a more comprehensive assessment of the underlying traits of BPD, we also
included the FFBI-SF, a 48-item self-report measure assessing dimensional BPD traits from the
Five Factor Model perspective. Participants rated items on a Likert scale from 1-5, 1 being
“disagree strongly” and 5 being “agree strongly.” Example items include “Sometimes I let
myself get swept away by my urges” and “I worry a lot about people leaving me.” Consisting of
12 total scales, the FFBI was built on the basis that symptoms of BPD can be best conceptualized
as maladaptive variants of general personality traits (Mullins-Sweatt et al., 2011). Utilizing a
sample of undergraduates, the original FFBI demonstrated good internal consistency,
convergent, discriminant, and incremental validity and outperformed the original NEO PI-R
facet scales in analyses examining criterion validity. DeShong and colleagues (2015) replicated
the original FFBI study within two samples of undergraduates who engaged in nonsuicidal selfinjury, and further validated the measure by demonstrating both convergent and discriminant
validity when compared to the FFM. In addition, the FFBI was shown to correlate with measures
of emotion dysregulation, impulsivity, the biosocial model, depression, anxiety, and BPD. The
FFBI-SF was created using item-response theory in order to give clinicians and researchers a
shorter and easier to implement version of the FFBI (DeShong et al., 2016). When comparing
the FFBI-SF to the original FFBI, intracorrelations were at .93 or above, indicating that this is a
shorter, but similarly reliable and valid measure to assess the dimensionality of BPD. Internal
consistency for the current study was .97.
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Suicidal Thoughts and Behaviors
Suicidal Thoughts and Behaviors Questionnaire Revised (SBQ-R)
The SBQ-R is a four-item measure assessing lifetime suicidal ideation and attempts and
the potential for future ideation and attempts. Respondents rated items on a 7-point Likert scale.
Example items include “How often have you thought about killing yourself in the past year” and
“How likely is it you will attempt suicide someday?” The SBQ-R has been validated in both
clinical and nonclinical samples, demonstrating good criterion-validity and internal consistency
(Osman et al., 2001). Internal consistency for the current study was .84.
Data Validity
The Elemental Psychopathy Assessment
Embedded within the FFBI-SF were two validity scales from the EPA. The EPA is a
self-report measure designed to assess psychopathy as a dimensional construct (Lynam et al.,
2011) and includes two validity scales: The EPA infrequency scale and the EPA virtue scale.
The EPA infrequency scale is an eight-item measure designed to assess how often participants
endorse bizarre or unusual statements, likely indicating random responding. Example items from
the EPA infrequency scale include “I frequently forget my middle name” and “I have sailed
across the Atlantic Ocean in a hot air balloon.” The EPA virtue scale, also known as the “Too
Good to be True Scale”, is an eight-item measure assessing how socially desirable a participant
is responding. Example items from the EPA virtue scale include “I have never told a lie to
anyone” and “I have, at least once, been impolite to another person.” These scales were used to
assess validity of data when cleaning procedures were employed. Additionally, there were
“attention flags” within the study, to warn participants when they are responding in an invalid or
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infrequent manner. This occurred if participants answered these questions in a way that indicated
inattention or random responding. As previously noted, nine participants were dropped prior to
analyses based on their responses to these validity scales.
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CHAPTER III
ANALYSES
Data Screening
Power Analyses
Kline (2016) recommends collecting 20 participants per variable when utilizing SEM.
The current study yielded a total of 12 variables, making our desired sample size approximately
240 participants. However, one goal of the current study was to have a large enough sample that
there were at least 25% who scored in the clinically significant range on BPD. Therefore, to
account for this, we collected data from over 1000 participants in order to achieve adequate
power for all analyses and to ensure we have a sample that has a wide variety of levels of BPD
symptoms.
To ensure that adequate power was achieved, a sensitivity analysis was conducted once
results were analyzed. G*Power software (v. 3.1.2 Faul et al., 2007) was utilized to determine
the nature of the effect our current sample size could identify. Using an F test for path analyses,
it was determined that the current sample could detect a small effect size (critical F = 1.80, f2 =
0.026, df = 11, α = 0.05). Due to previous literature (Bach & Fjeldsted, 2017), we anticipated a
medium to large effect size. Based on the current sensitivity analysis, the current sample is
adequately powered to achieve the anticipated effect.
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Missing Data and Outliers
As previously mentioned, the data were cleaned thoroughly prior to analyses. First, 65
participants were removed due to only completing the demographics measure. Second,
participants who failed to complete at least 80% of the study were excluded from analyses and
imputation was utilized for those who completed at least 80% but less than 100% of the study.
As such, 174 participants were removed for completing less than 80% of the study. Third, nine
participants were removed due to their response on the EPA, resulting in a final sample of 972.
Finally, prior to analyses, data was examined for skewness, kurtosis, and outliers. Due to the
large sample size (N = 972), skewness and kurtosis were examined using histographs. The
current sample was slightly positively skewed on clinically relevant variables (e.g., FFBI, SBQR, ACES-IQ, EV-CHILD, SES) however, this is to be expected given the constructs being
assessed. Additionally, no problematic outliers were found. Model fit was examined utilizing
the CFI, TLI, and RMSEA. According to Hu and Bentler (1999), CFI and TLI values of .95 and
higher and RMSEA values under .06 indicate a model has good fit with the data. Furthermore,
CFI and TLI values ranging from .90 to .94 and RMSEA values ranging from .10 to .07 indicate
adequate fit (Browne & Cudeck, 1993). Chi squares were not utilized to test model fit due to the
large sample size and sensitive nature of chi squares.
To test the main hypotheses, AMOS structural equation modeling (SEM) software was
conducted to estimate path analyses and test the directional relations and account for the
overlapping variance between constructs. To account for missing data, both multiple imputation
and FIML were utilized. Due to data missingness being above 5% (around 10% total) multiple
imputation was implemented in SPSS prior to FIML in AMOS for all variables, including the
dependent variable (NORM, 1999; Schafer, 1999). This allowed minimization of the number of
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missing cases, specifically within the interactions between variables. Model trimming was
utilized to allow all paths to be estimated and for nonsignificant pathways to be eliminated.
Specifically, the model began with all pathways free to be estimated (see Figure 1), and then
nonsignificant pathways were set to zero and the model was reassessed. This was done until all
remaining pathways were significant and overall, took a total of three models to achieve a
finalized model.
The childhood risk factors (i.e., childhood emotional vulnerability, adverse childhood
events, and parental invalidation) were tested separate as individual predictors and together as
interaction terms, in order to test the direct effects of childhood risk factors on suicide as well as
indirectly through borderline personality traits. This study had two specific goals. The primary
goal was to assess whether the interaction of the childhood risk factors for BPD is required or if
the individual risk factors alone predict both BPD. Second, the study assessed whether these risk
factors and their interactions directly and/or indirectly predicted suicide risk through BPD.
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CHAPTER IV
RESULTS
Correlations
To test hypothesis 1, a series of Pearson correlations were calculated between all the
variables included in the study, including the interaction variables. The correlations, means, and
standard deviations of all variables and interaction terms are provided in Table 1. Regarding the
individual variables, the SBQ-R and FFBI were largely correlated while several others had
medium correlates (i.e., FFBI with EV-child, ACES, and SES, SBQ-R with ACES and EVchild). Additionally, three were small correlations (i.e., ACES with EV-child, SES with EVchild, and SES with ACES). When including the interaction terms, there was one additional large
correlation (i.e., SES x EV-Child with FFBI x SES) and several medium-sized correlations (i.e.,
FFBI x EVchild with FFBI x SES, FFBI x SES x EV, ACES x EV, and SES x EV; FFBI x SES
with FFBI x SES x EV and ACES x SES; FFBI x SES x EV with ACES x EV x SES and with
the individual scales EV-child, FFBI, and SES; ACES x EV with SES x EV; and finally, ACES x
EV x SES with EV-child). The remaining correlations were either small in effect size or not
significant. Notably, interaction terms involving the EV-child tended to be nonsignificant.
Path Analyses
Model 1
The first model was a full model where all childhood risk factor variables and their
interaction terms were free to estimate both the FFBI and the SBQ-R (see Figure 1).
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Additionally, each of the childhood vulnerability factors (i.e., emotional invalidation, emotional
vulnerability, and ACES) were made to covary with each other. These covariates are not shown
on the models in the figures for ease of interpretation.
Results of the first model indicated moderate to excellent model fit (CFI = 0.99; TLI =
0.86; RMSEA = 0.08). The variables within the model accounted for approximately 34% of the
variance within BPD traits (FFBI) and about 29% of the variance in suicide risk (SBQ-R).
Consistent with hypothesis 2, all three childhood risk factors directly and indirectly predicted
suicide risk through borderline personality traits. Furthermore, in line with Hypothesis 3, the
interaction between childhood emotional vulnerability and parental invalidation directly and
indirectly predicted suicide through BPD (see Figure 1). Interestingly, the SES demonstrated a
negative relation directly to suicide. Beyond this, other interaction terms were investigated as
part of the exploratory hypotheses. Within this first model, the interaction between ACEs and
childhood emotional vulnerability predicted BPD traits but not suicide. Additionally, the
interaction between the FFBI and SES as well as the FFBI and EV-child both directly predicted
suicide, though the FFBI x SES interaction was negative. Based on the first model, there were a
total of six pathways that were not significant and were thus set to zero to then assess in Model 2.
Model 2
In the second model, all but one pathway remained significant (i.e., the FFBI x SES to
SBQ pathway was no longer significant). Specifically, results of this model indicated good to
excellent model fit (CFI = 0.99; TLI = 0.95; RMSEA = 0.05). The variables within the model
accounted for approximately 34% of the variance within BPD traits (FFBI) and about 28% of the
variance in suicide risk (SBQ-R). Still consistent with hypothesis 2, all three childhood risk
factors directly and indirectly predicted suicide risk through borderline personality traits.
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Interestingly, the SES again demonstrated a negative relation directly to suicide. Furthermore, in
line with Hypothesis 3, the interaction between childhood emotional vulnerability and parental
invalidation directly and indirectly predicted suicide through BPD (see Figure 2). Beyond this,
the other interaction terms continued to be explored. Within this second model, the interaction
between ACES and childhood emotional vulnerability again predicted BPD traits but not suicide.
Additionally, the interaction between the FFBI and EV-child again directly predicted suicide.
Based on the results of the second model, the one nonsignificant pathway was set to zero and a
third model was assessed.
Final Model
In the final model, all pathways remained significant indicating that we now have the most
parsimonious model. The final model demonstrated good to excellent model fit (CFI = 0.99; TLI
= 0.95; RMSEA = 0.05). Similarly, the variance within the model accounted for approximately
34% of the variance within BPD traits and 28% of the variance within suicide risk. Again, the
results are much in line with our hypotheses. Specifically, all three childhood risk factors directly
and indirectly predicted suicide risk through borderline personality traits. However, once again
the SES negatively predicted suicide, which is in the opposite direction than expected.
Furthermore, the interaction between childhood emotional vulnerability and parental invalidation
directly and indirectly predicted suicide through BPD (see Figure 3). Beyond this, the other
interaction terms maintained their significance. Specifically, the interaction between ACES and
childhood emotional vulnerability again predicted BPD traits but not suicide. Additionally, the
interaction between the FFBI and EV-child again directly predicted suicide.
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Table 1
Means, Standard Deviations, and Correlations for all Variables and Interactions

Variable
1
2
3
1. FFBI x EV
-2. FFBI x SES
.341 **
-**
3.FFBI x SES x EV
.307
.381 **
-**
**
4. ACES x EV
.418
.185
.069 *
5. ACES x SES
.143 ** .435 **
.148 **
6.ACES x EV x SES .102 ** .194 **
.487 **
7.SES x EVCHILD
.374 ** .517 **
.282 **
8. EVCHILD
.160 ** .104 **
.348 **
9. FFBI
.182 ** .119 **
.347 **
10. SBQR
.257 **
.058
.213 **
11. ACES
.084 **
.070 *
.180 **
12. SES
.102 ** .156 **
.422 **
Mean
346.04 437.40 2998.12
Standard Deviation 787.52 1549.42 43645.53

4

-.261 **
.146 **
.301 **
.021
.090 **
.117 **
.049
-.006
11.32
46.06

5

6

7

8

-.232 **
-**
.288
.083 **
-**
-.007 .307
-.002
-*
**
**
.071
.221
.095
.497 **
.044
.189 ** .089 ** .338 **
.115 ** .267 **
-.011 .264 **
.118 ** .287 ** .136 ** .199 **
22.70 -13.08 141.86 -0.64
91.14 2205.30 798.14 18.73

9

10

11

12

-.500 **
-**
.356
.370 **
-**
*
.309
.078 .260 **
-1.24 0.009 0.47 -0.17
37.22 2.60
2.30 38.13

Note. M and SD are used to represent mean and standard deviation, respectively. * indicates p < 0.05 ** indicates p < 0.01.
***indicates p < 0.001.
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Figure 1
Full Model Before Model Trimming
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Note: Bold values are significant; unbolded are not significant; *** p < .001; ** p < .01; * p < .05.
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Figure 2
Second Model Tested During the Model Trimming Approach, with Nonsignificant Pathways Set to Zero and Not Shown Below
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Note: Bold values are significant; unbolded are not significant; *** p < .001; ** p < .01; * p < .05.
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0.13***

Figure 3
Final model demonstrating the relations between childhood risk factors, BPD, and suicidal thoughts and behaviors
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Note: Bold values are significant; unbolded are not significant; *** p < .001; ** p < .01; * p < .05.
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CHAPTER V
DISCUSSION
The current study sought to investigate the impact of the biosocial model and its
individual components (i.e., parental invalidation and childhood emotional vulnerability), along
with childhood adversity, on borderline personality traits and suicide. Specifically, the current
study expanded upon previous literature in two ways. First, it assessed for additional interactions
between childhood risk factors for BPD. Second, it assessed for direct and indirect pathways
between the individual constructs and their interaction terms with BPD and suicide.
Starting with the individual childhood risk factors, the results were much in line with the
hypotheses of the study. Specifically, all three risk factors (i.e., adverse childhood events,
childhood emotional vulnerability, and parental invalidation) predicted BPD and also predicted
suicide both directly and indirectly through BPD. Notably, however, parental invalidation had a
negative relationship with suicide risk. There are many potential explanations for this particular
finding. While both the current study and Gill and colleagues (2018) utilized a student sample, it
is important to note that the current study oversampled for individuals high in BPD symptoms
with approximately 28% of participants endorsing five or more BPD symptoms. Thus, the
current study may better represent individuals elevated in BPD symptoms and explain these
incongruent findings. Another reason for this unexpected result is that it is simply a spurious
finding. This is likely the case given that previous literature has found a positive association
between negative childhood experiences and suicide risk (Felitti et al., 1998; Fuller et al., 2016).
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Thus, it is important to consider that perhaps parental invalidation’s negative relationship with
suicide may not be indicative of these relations but may instead suggest a spurious finding.
Second, the interaction terms were also investigated in the models. While in line with our
hypotheses, the results are inconsistent with some research (e.g., Gill & Warburton, 2014), as the
interactive effect of the biosocial model did in fact predict BPD traits in the current study.
Additionally, there were two interaction terms that were also significant, as the ACESxEV-child
variable predicted BPD traits while the FFBIxEV-child predicted suicide risk. Several of the
interaction terms demonstrated no significant relations to either BPD or suicide risk (i.e.,
ACESxSES; ACESxSESxEV-child; FFBIxSESxEV-child; and FFBIxSES). This demonstrates
that there is specific variance being accounted for by the individual constructs and that there are
specific interactions (i.e., SESxEV-child, ACESxEV-child, and FFBIxEV-child) which are more
relevant in predicting BPD traits and suicide risk. Overall, childhood emotional vulnerability (the
EV-child) seems to be a very important childhood risk factor given that most of its interaction
terms were also significantly predicting BPD and/or suicide risk.
Clinical Implications
Clinically, the current study has several implications. First, understanding that the
biosocial model is generalizable to suicide can facilitate new avenues of research and treatments
for those high in suicide risk. For example, Yang, et al., (2010) examined suicidal ideation in
elementary school children involved in after school programs and concluded that after school
programs may be an avenue of potential intervention of at-risk youth. Thus, creating general
interventions, such as after school programs, that targets high risk youth can potentially
indirectly decrease suicide risk by targeting these childhood factors. Given the results of the
study, programs that help teach children emotion regulation skills may be one of the best avenues
47

for decreasing long term suicide risk. Similarly, the results of this study demonstrate that
individuals who experience childhood adversity both with and without borderline personality
traits can lead to suicide risk. This punctuates the importance of understanding the potential for
suicide risk from a more transdiagnostic perspective. This is especially important given that
research still shows that clinicians are stigmatizing suicide (Deska et al., 2020). Finally, this
study demonstrated the importance of assessing for a multitude of childhood risk factors for adult
psychopathology, particularly when it stems from emotion regulation difficulties. This is
particularly relevant given that there are leading researchers in the field who suggest that BPD
should be considered an emotional disorder and grouped in with disorders such as anxiety and
major depressive disorder (Sauer-Zavala & Barlow, 2014). Specifically, Sauer-Zavala and
Barlow (2014) purport that BPD may be on a spectrum of emotional disorders considering
individuals with BPD demonstrate overlapping symptoms with mood and anxiety disorders.
Given this, treatments that do target emotion regulation may do well to lower symptoms and
difficulties associated with a variety of emotional disorders, beyond just BPD.
Limitations and Future Directions
While the current study has much to contribute to the body of literature regarding childhood
predictors of personality pathology and suicide risk, there are several limitations that warrant
discussion. First, the current study only examined parental invalidation as a total score of mother
and father rather than each parent individually. This is an important area of exploration as
individuals who have one emotionally validating parent and one emotionally invalidating parent
may experience different risk and protective factors compared to individuals solely with
emotionally invalidating parents. This could also explain the odd finding where parental
invalidation negatively predicted suicide. As such, future research should examine the mother
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figure and father figure sections separately. Beyond this, expanding research to be more
generalizable regarding gender of parents is vitally important for being inclusive of more kinds
of childhood experiences. By not examining single parents, remarried parents, and LGBTQA+
parents, research neglects a wide variety of childhood experiences and the potential for unique
contributions to these relationships.
While the current study sampled individuals elevated in BPD traits, it is unknown if
these participants have received a diagnosis or any form of treatment for BPD. While previous
research suggests that BPD traits are surprisingly prevalent in college students (Trull, 1995; Trull
et al., 1997), future research should examine these relations in an inpatient sample to determine
generalizability to individuals with a BPD diagnosis. Furthermore, due to our results suggesting
that childhood emotional vulnerability may have a stronger impact on the development of BPD
traits than parental invalidation, future research should examine if severity of BPD traits differs
based on the presence of childhood emotional vulnerability, parental invalidation, and adverse
childhood experiences.
Finally, a major concern of the current study is that it utilized a single time point crosssectional design with mostly emerging adults who relied heavily on their own memories of their
childhood. Furthermore, though validity of the data was assessed, there could still be individuals
who downplay or exaggerate their negative childhood experiences, thus skewing their specific
data. While there is evidence to support self-report measures, particularly for personality
(Widiger & Boyd, 2009), future research should utilize longitudinal designs and/or include
informative report measures as well as structured interviews, particularly for childhood
experiences and BPD traits. For example, interview techniques provide the opportunity for
researchers to ask clarifying and more open-ended questions. Using these other research
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methods/designs would help strengthen the findings of the current study if they are replicated in
additional studies.
Conclusion
Research has established a clear link between childhood adversity, emotional
vulnerability, and invalidating parenting styles with borderline personality disorder and suicide
risk (Soloff et al., 2002; Temes et al., 2017). While the biosocial model (Linehan, 1993) is a
well-documented and validated theory of the role of emotion regulation and parental invalidation
within the development of BPD, recent research calls into question the necessity for both
components (Gill & Warburton, 2014) as well as its specificity to BPD (Gill et al., 2018). Thus,
the current study extends previous research regarding the conceptualization and utility of the
biosocial model and adds in adverse childhood events as part of the explanation for a person’s
reported BPD traits and suicide risk in adulthood. After model trimming, the three childhood
risk factors all independently predicted both BPD and suicide risk, though parental invalidation
negatively predicted suicide. Additionally, few interaction variables remained significant
throughout the model trimming process, with the biosocial factors (SES x EV-child) predicting
both BPD and suicide directly, as expected. Overall, the results demonstrated potential
transdiagnostic risk factors for both BPD and suicide and provided a broader picture of how
these concepts are related. Future research utilizing additional research methods (e.g.,
longitudinal designs, interview methods) would provide additional avenues for understanding the
potential pathways from childhood risk factors towards adulthood psychopathology.
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1. Age:
2. Sex:

Man

3. Gender
Respond

Male

Woman
Female

Prefer Not to Respond
Transgender

4. What is your Ethnicity:
Asian/Pacific Islander
Black/African-American
Caucasian
Hispanic
Native American/Alaska Native
Multi-Racial
Other – Please specify:
Prefer not to respond
5. What is your current relationship status?
Casual Dating Relationship
Committed Relationship
Divorced
Life Partner
Engaged
Married
Separated
Single, Never Married
Widowed
Other: Please specify:
Prefer not to respond
6. What is your current year in school?
Freshman
Sophomore
Junior
Senior
Other: Please specify:
Prefer not to respond
7. What is your religious affiliation?
Agnostic
Atheist
Baptist
Buddism
Catholic
Christian
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Other – Please specify:

Prefer Not to

Hindu
Judaism
Lutheran
Methodist
Muslim
Nonaffiliated
Protestant
Wiccan/Pagan
Other: Please explain:
Prefer not to respond
8. Individuals are sometimes involved in peer groups. Please indicate if you are involved in
any of the following groups (check all that apply):
Sorority or Fraternity (Greek)
Athletic team
Religious group (e.g., Bible study, focus group)
Boy Scouts or Girl Scouts
Military (active duty; reserves; ROTC; veteran groups)
Other: Please specify:
None
9. Please estimate your household income:
$0 - $10,000
$10,000 - $20,000
$20,000 - $30,000
$30,000 - $40,000
$40,000 - $50,000
$50,000 - $60,000
$60,000 - $70,000
$70,000 - $80,000
$80,000 – 90,000
$90,000 - $100,000
$100,000-$110,000
Over $110,000
Prefer not to respond
10. Are you currently seeking treatment for a psychological disorder (e.g., depression,
anxiety, PTSD)?
Yes
No
Prefer not to respond
11. Are you currently taking medication for a psychological disorder?
Yes
No
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Prefer not to respond
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MCLEAN SCREENING INSTRUMENT FOR BORDERLINE PERSONALITY DISORDER
(MSI-BPD)
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1. Have any of your closest relationships been troubled by a lot of
arguments or repeated breakups?

1 = yes
0 = no

2. Have you deliberately hurt yourself physically (e.g., punched yourself,
cut yourself, burned yourself)? How about made a suicide attempt?

1 = yes
0 = no

3. Have you had at least two other problems with impulsivity (e.g., eating
binges and spending sprees, drinking too much and verbal outbursts)?

1 = yes
0 = no

4. Have you been extremely moody?

1 = yes
0 = no

5. Have you felt very angry a lot of the time? How about often acted in an
angry or sarcastic manner?

1 = yes
0 = no

6. Have you often been distrustful of other people?

1 = yes
0 = no

7. Have you frequently felt unreal or as if things around you were unreal?

1 = yes
0 = no

8. Have you chronically felt empty?

1 = yes
0 = no

9. Have you often felt that you had no idea of who you are or that you
have no identity?

1 = yes
0 = no

10. Have you made desperate efforts to avoid feeling abandoned or being
abandoned (e.g., repeatedly called someone to reassure yourself that he
or she still cared, begged them not to leave you, clung to them
physically?

1 = yes
0 = no
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The following statements deal with how you think, feel, and act. Please read each item carefully
and fill in the bubble on the bubble sheet that best corresponds to your agreement or
disagreement. If you disagree strongly select 1, if you disagree a little select 2, if you neither
agree nor disagree select 3, if you agree a little select 4, and if you strongly agree select 5.
There are no right or wrong answers, and you need not be an expect to complete this
questionnaire.
Disagree
strongly
1

Disagree
a little
2

Neither agree
nor disagree
3

Agree
a little
4

1. I frequently feel tense and jittery.
2. I can remain calm in situations in which other people might panic.
3. I tend to be more of a follower than a leader.
4. I'm a pretty smooth talker.
5. It takes a lot to make me nervous or anxious.
6. At times people seem to go out of their way to make life difficult for me.
7. I’ve gotten in trouble because of some of the risks I’ve taken.
8. I frequently forget my middle name.
9. I am not a very assertive person.
10. I find it pretty easy to impose my will on others.
11. Most people are just too soft-hearted.
12. I try to eat something almost every day.
13. I feel bad when I see someone crying.
14. I tend to give up when a task becomes difficult.
15. It's easy for me to make a good first impression.
16. People don't give me the credit I deserve.
17. I don’t hesitate to voice my opinions.
18. The only problem with cheating is getting caught for it.
19. I have done a lot of wild things in my life.
20. I often feel worthless.
21. Sometimes I lie simply because I enjoy it.
22. People who know me know not to make me angry.
23. I never speak to anyone during the day.
24. I’ve done things that hurt people when I was upset.
25. There is no point to wallowing in self-pity, so I don’t do it.
26. I feel better about myself when I’m getting along well with others.
27. I will try almost anything to get my “thrills”.
28. I am a bit of a daredevil.
29. I often lose my patience when dealing with other people.
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Agree
strongly
5

30. I am easily annoyed.
31. I am often troubled by feelings of guilt.
32. People who were supposed to be my "friends" have gotten me in trouble.
33. I often emerge as the leader in a group.
34. I have never told a lie to anyone.
35. "Act first, think later," describes me well.
36. I have never been envious of anyone else.
37. I’m able to concentrate on one task for a long time.
38. I don’t care if my actions have a negative impact on others.
39. "Better safe than sorry" is my motto.
40. I find it easy to resist temptations.
41. I will someday make a big name for myself.
42. I always keep my feelings under control.
43. I like having power.
44. I have trouble making myself get things done.
45. I could make a living as a con artist.
46. I have lied to someone at least once in my life.
47. I am very confident in myself around other people.
48. People tell me I have a bad temper.
49. I have gotten in trouble for failing to meet my obligations to others.
50. I am strongly attached to my friends and family.
51. I work well under someone’s leadership.
52. I have trouble controlling myself when I am upset
53. I don’t handle stress very well.
54. When something becomes boring or difficult, I move on to something else.
55. I’m not all that concerned with other peoples’ needs.
56. If I were in charge, the world would be a better place.
57. I often find myself in trouble because I did not think far enough ahead.
58. It is important to me to be the “top dog” in a group.
59. The needs of others are just as important as my own needs.
60. I drink, eat, or smoke too much, particularly when I'm upset.
61. Some people say I’m too cocky and full of myself.
62. I get a kick out of challenging so-called authority figures.
63. When someone does something nice for me, I wonder what they want from me.
64. I am better rested on mornings after a good night of sleep than after I have stayed awake all
night.
65. I am forceful and assertive with others.
66. I often let my feelings get me into trouble.
67. Things tend to run more smoothly when I’m in charge.
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68. I quit things pretty easily.
69. You need to be pretty coldhearted to get by in life.
70. Feeling sorry for others is a sign of weakness.
71. I would make a good soldier because I can control my fear.
72. I trust that other people will be honest with me.
73. I am willing to step on some toes in order to get what I want.
74. The thought of getting into serious trouble would make me nervous and afraid.
75. I would risk injury to do something exciting.
76. I take a personal interest in my colleagues and friends.
77. People say I worry too much.
78. I remain cool, calm, and collected when things get stressful.
79. I always plan ahead.
80. The importance of being “honest at all times” is overrated.
81. I set goals for myself and work until they are achieved.
82. I can keep a cool head in moments of danger or crisis.
83. I often feel anxious when talking to new people.
84. People think I am too distrustful, but I think I'm just realistic.
85. My tendency to be sneaky or deceptive has gotten me in trouble before.
86. I deserve special treatment.
87. When other people are scared, I can usually stay calm.
88. I get flustered under pressure.
89. Being a moral, ethical person is very important to me.
90. I need to do exciting things to get my blood pumping.
91. I get a thrill out doing things that are illegal.
92. I faithfully repay my debts.
93. I rarely feel nervous.
94. I tend to finish tasks regardless of how frustrated, bored, or tired I am.
95. I'm willing to stretch the truth to make things easier for myself.
96. I have very few regrets about my past behavior.
97. When I'm upset, I will do things I later regret.
98. Most people would like to be like me.
99. I try to give my best effort at all times.
100. I don't mind letting people know of my abilities and achievements.
101. Some people think I am uncaring and unfeeling.
102. In the heat of an argument, I often do or say things that get me into trouble.
103. I am a bit of a worrier.
104. On average, I get less than an hour of sleep a night.
105. My temper has gotten me into trouble.
106. I do not like to lend things to people who will not take care of them.
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107.
108.
109.
110.
111.
112.
113.
114.
115.
116.
117.
118.
119.
120.
121.
122.
123.
124.
125.
126.
127.
128.
129.
130.
131.
132.
133.
134.
135.
136.
137.
138.
139.
140.
141.
142.
143.
144.
145.

I have never listened to music.
I make close and lasting relationships with people
I find it easy to manipulate others.
When I’m upset, I often act without thinking.
I’m slow to trust people.
Most people are just too sensitive.
I am known as a bit of a rebel.
I feel positive about the direction my life is going.
It takes a lot to get me angry.
I like doing things that are risky or dangerous.
My stubbornness has frequently gotten me into trouble.
I do not believe that it is bragging if you are telling the truth.
I don't think of myself as crafty or sly.
I feel a lot of remorse for things I have done.
I tend to jump right into things without thinking very far ahead.
I do what I want, not what others tell me to do.
I’m easily embarrassed.
I’m not a particularly sympathetic person.
I don't feel a strong need to get close to people.
My tendency to live for the moment has caused me trouble at times.
I admire a really clever scam.
I have sailed across the Atlantic Ocean in a hot air balloon.
I have more important things to worry about than other people’s feelings.
I feel sad and blue most of the time.
I like to carefully consider the consequences before I make a decision
Looking out for me is my top priority.
Crying is a sign of weakness.
Helping others is important to me.
I care a lot about my relationships with others.
I am not known for my careful advance planning.
I often feel overwhelmed by life.
I do not believe that I am any more important than anyone else.
I'm not the type to get depressed about the things I've done wrong.
I don't mind being told what to do.
I’ve been in physical fights as a result of losing my temper.
The suffering of others is not my problem.
I like to see things through to the end.
I have fewer fears than most people I know.
Outside of sex, romantic relationships are not all that important to me.
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146.
147.
148.
149.
150.
151.
152.
153.
154.
155.
156.
157.
158.
159.
160.
161.
162.
163.
164.
165.
166.
167.
168.
169.
170.
171.
172.
173.
174.
175.
176.
177.
178.

People would say I am a reliable and dependable person.
Rules are made to be broken.
It would really bother me if my best friend and I stopped being friends.
I am not very good at following orders.
I'd make a terrible soldier because I couldn't stand to see someone get seriously hurt.
I don't waste my time worrying about things.
I would be good at a job that required making quick decisions under pressure.
I tell people what they want to hear in order to get them to do what I want.
I have treated another person unfairly at least once in my life.
I like to stand out and be noticed.
I want to know what is in it for me before I agree to help someone.
I’m reluctant to confide in others.
I am uncomfortable in front of other people.
People will try to take advantage of you if they think they can get away with it.
I tend to stay in the background at social gatherings.
I have, at least once, laughed or smiled at an inappropriate joke.
I’ve had problems with authority figures.
I'm pretty comfortable when meeting new people.
I try hard to stick to my principles.
I am a cautious person.
I sometimes make hasty decisions.
From time to time I have really "blown up" at someone.
I have never in my life been angry at another person.
I tend not to get depressed over things.
I can be counted on to do what I promised to do.
I often think that others aren’t telling me the whole truth.
I always finish what I start.
My anxiety sometimes keeps me from doing things I’d like to do.
I have, at least once, been impolite to another person.
I have eaten more than I should have on at least one occasion.
Other people describe me as cold-hearted.
I have hurt people or broken things when I have been angry.
I’ve gotten in trouble for missing too much work or school.
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Please read all these instructions carefully before beginning. The following statements deal with
how you think, feel, and act. Please read each item carefully and select the item that best
corresponds to your agreement or disagreement. There are no right or wrong answers, and you
need not be an expert to complete this questionnaire.
Disagree
strongly
1

Disagree
a little
2

Neither agree
nor disagree
3

Agree
a little
4

1. I tend to be quite anxious.
2. I have had quite a few angry outbursts.
3. I sometimes feel worthless.
4. I can be so different with different people that it's like I'm not the same person.
5. I frequently have urges to do things that get me into trouble.
6. My emotions can spiral out of control.
7. Harming myself is one of the few ways I can tolerate my emotions.
8. I have felt that things were unreal and I was detached from life.
9. I am often distrustful of other people.
10. I sometimes do things I shouldn't to get people to do things I want or need.
11. I tend to get into lots of arguments.
12. I get into trouble because I don't think things through.
13. I worry a great deal.
14. My anger often feels out of control.
15. I have thought about ways to kill myself.
16. I can be so different with different people that I wonder who I am.
17. Sometimes I let myself get swept away by my urges.
18. I don't seem to have much control over how I feel.
19. I have threatened to commit suicide.
20. Sometimes I feel like I am no longer connected to my body.
21. It's really hard for me to trust people
22. Other people have called me manipulative.
23. I will make threats to get people to do things.
24. I tend to act quickly without thinking things through.
25. I worry a lot about people leaving me.
26. My anger at times gets the better of me.
27. I often feel sad.
28. I tend to feel like I don't belong with anyone.
29. When I am upset, I often do things that later cause me problems.
30. My mood shifts rapidly from one feeling to another.
31. Even minor setbacks can cause a great deal of drama in my life.
32. I sometimes feel like I am not real.
33. People are not as loyal to me as I wish they were.
34. I have been known to massage the truth to get my way.
35. I often get into arguments with people who are close to me.
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Agree
strongly
5

36. Others have said that I do not think before I act.
37. I worry a lot about things that are out of my control.
38. My anger has at times gotten me into trouble.
39. I have thought about suicide since I was a teenager.
40. I often feel like an outcast.
41. I have done a lot of things impulsively that I later regret.
42. I have a difficult time controlling my mood.
43. I don't think I can continue to live like this
44. I sometimes feel that nothing is real.
45. I have not been able to trust some of my closest friends.
46. At times you have to be dishonest and manipulative to get what you need.
47. I am easy to get along with.
48. I've done some pretty bad things on impulse.
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SUICIDAL BEHAVIOR QUESTIONNAIRE REVISED (SBQ-R)
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Instructions: Please check the number beside the statement or phrase that best applies to you.
1. Have you ever thought about or attempted to kill yourself? (check one only)
1. Never
2. It was just a brief passing thought
3a. I have had a plan at least once to kill myself but did not try to do it
3b. I have had a plan at least once to kill myself and really wanted to die
4a. I have attempted to kill myself, but did not want to die
4b. I have attempted to kill myself, and really hoped to die
2. How often have you thought about killing yourself in the past year? (check one only)
1. Never
2. Rarely (1 time)
3. Sometimes (2 times)
4. Often (3-4 times)
5. Very Often (5 or more times)
3. Have you ever told someone that you were going to commit suicide, or that you might do it?
(check one only)
1. No
2a. Yes, at one time, but did not really want to die
2b. Yes, at one time, and really wanted to die
3a. Yes, more than once, but did not want to do it
3b. Yes, more than once, and really wanted to do it
4. How likely is it that you will attempt suicide someday? (check one only)
0. Never
1. No chance at all
2. Rather unlikely
3. Unlikely
4. Likely
5. Rather likely
6. Very likely
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EMOTIONAL VULNERABILITY IN CHILDHOOD SCALE (EV-CHILD)
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Below are some statements about your emotional style when you were a child. Please read each
statement and rate how much it applied to you, when you were a child, using the following
scale. Select the appropriate number in each blank.
1
Never

2
Almost
never

3
Occasionally

4
Usually

5
Almost
always

6
Always

IN CHILDHOOD:
____ 1. My emotions tended to be more intense than those of most children.
____ 2. When I got angry it was a very intense anger.
____ 3. People who knew me would have said I was emotional.
____ 4. Sad stories, TV shows, or movies deeply affected me.
____ 5. When I felt sad, this emotion was very strong.
____ 6. When I felt anxiety, it was a very strong feeling.
____ 7. The sight of someone who was hurt affected me strongly.
____ 8. People who knew me would have said that I got upset very easily.
____ 9. If things didn’t go my way, I got quite distressed.
____ 10. People who knew me would have said that I was a tense or high-strung child.
____ 11. Seeing something violent or scary in a book, TV show, or movie made me very upset.
____ 12. Things that seemed minor to others caused strong negative emotions in me.
____ 13. In scary situations, I got more scared than most other children.
____ 14. When I felt guilty, this emotion was quite strong.
____ 15. I was easily bothered by things that others just brushed off or ignored.
____ 16. When I did something wrong, I had strong feelings of shame or guilt.
____ 17. When I got upset, I stayed upset for quite a while.
____ 18. When I felt nervous I got shaky all over.
____ 19. My negative emotions were long-lasting.
____ 20. When I tried something new for the first time, I got shaky all over.
____ 21. It took me a long time to calm down after getting upset about something.
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APPENDIX H
SOCIALIZATION OF EMOTIONS SCALE (SES)
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In the following items, please indicate on a scale from 1 (very unlikely) to 7 (very likely) the
likelihood that your primary female and/or male caretaker as a child would have responded in the
ways listed for each item. Answer for your mother, stepmother, or foster-mother and for your
father, stepfather, or foster-father. Please read each item carefully and respond as honestly and
sincerely as you can. If an item never happened to you, try your best to recall a similar event and
your primary mother or father figure would have responded to the best of you recollection. For
each response, please indicate a number 1-7 for each parent.
Very
Unlikely
1

Medium
2

3

4

5

6
Mother
(step or foster)

Very
Likely
7
Father
(step or foster)

1. If I lost some prized possession and reacted with tears, my caretaker would:
a. get upset with me for being so careless and crying
b. tell me that I was over-reacting.
c. help me think of places I hadn’t looked yet.
d. distract me by talking about happy things.
e. tell me it’s okay to cry when you feel unhappy.
f. tell me that’s what happens when you’re not careful.
2. If I was going to spend the afternoon at a friend’s house and became nervous and upset
because my caretaker couldn’t stay there with me, my caretaker would:
a. distract me by talking about all the fun I was going to have with my friend.
b. help me think of things I could do so that being at the friend’s house without him/her wasn’t
scary (e.g., take a favorite book or toy with me).
c. tell me to quit over-reacting and being a baby
d. tell me that if I didn’t stop that I wouldn’t be allowed to go out anymore.
e. feel upset and uncomfortable because of my reactions.
f. encourage me to talk about my nervous feelings.
3. If I was about to appear in a recital or sports activity and became visibly nervous about people
watching me, my caretaker would:
a. help me think of things I could do to get ready for my turn (e.g., to some warm ups and not to
look at the audience).
b. suggest that I think about something relaxing so that my nervousness would go away.
c. tell me that I was being a baby about it.
d. tell me that if I didn’t calm down, we’d have to leave and go home right away.
e. encourage me to talk about my nervous feelings.
4. If I was panicky and couldn’t go to sleep after watching a scary TV show, my caretaker
would:
a. encourage me to talk about what scared me.
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b. get upset with me for being silly.
c. tell me that I was over-reacting.
d. help me think of something to do that I could get to sleep (e.g., Take a toy to bed, leave the
lights on).
e. tell me to go to bed or I wouldn’t be allowed to watch TV anymore.
f. do something fun with me to help me forget about what scared me.
5. If I was left at a park and appeared to be on the verge of tears because other children were
being mean to me and wouldn’t let me play with them, my caretaker would:
a. tell me that if I started crying then we’d have to go home right away.
b. tell me I was over-reacting.
c. comfort me and try to get me to think about something happy.
d. help me to think of something else to do.
e. tell me that I would feel better soon.
6. If I was shy and scared around strangers and consistently became teary and wanted to stay in
my bedroom whenever family friends came to visit, my caregiver would:
a. help me think of things to do that would make meeting her/his friends less scary (e.g. to take a
favorite toy with me when meeting the friends).
b. tell me that it is okay to feel nervous.
c. try to make me happy by talking about the fun thing I can do with the friends.
d. feel upset and uncomfortable because of my reactions.
e. tell me that I was being a baby.
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